This study examines the quality control of cervical smears as a means of preventing false negative results. Various methods have been described' but in most laboratories two methods are used: (1) 10% random re-screening of negative smears, which is the method of choice in most laboratories. It has been suggested for many years,"8 however, that 10% re-screening is ineffective both for detecting false negative smears and as a means of monitoring staff performance levels. (2) Double screening of smears is effective and undoubtedly the most sensitive method and would probably be the method of choice if it were not so time-consuming and expensive. Many laboratories compromise and re-screen only patients in "high risk" groups.
The lack of an inexpensive and effective method prompted us to evaluate rapid screening as a possible alternative. 9 The failure of a laboratory to detect high grade dyskaryosis gives most cause for concern, particularly if these women are part of a recall system operating every three to five years. The failure to detect low grade dyskaryosis has debatable importance particularly if women participate regularly in a screening programme. Explanations for false negative results vary, the most likely being scanty dyskaryosis not seen by the screener, incorrect interpretation of the cells on the slide, unexplained breakdown in the reporting procedure-that is, on re-examination of the abnormal slide, the abnormality is obvious and no explanation can be given as to why the abnormality was missed other than that the screener was distracted.
Ifthe above reasons for a false negative report are accepted it is apparent that selected and 10% random re-screening may only detect a small proportion of smears incorrectly reported as negative. In addition, the actual number of missed high grade lesions is likely to be small as they are often easier for the screener to detect on primary screening than low grade dyskaryosis. The abnormal cells often present in larger numbers and morphology is usually distinctive. This is reflected in the FNRs for this laboratory.
Rapid re-screening of the entire negative workload can be performed in roughly the same time as it takes to re-screen fully 10%, less time than 10% re-screening and selected rescreening combined. When this laboratory first began rapid re-screening in 1990 the number of slides extracted and passed to senior staff for checking resulted in a number of these slides being returned as negative. Over time, this has virtually stopped and now most slides passed to senior staff result in the primary screener's report being modified.
We do not suggest that rapid re-screening is a more sensitive method of quality control than full re-screening. If the full re-screening slide numbers are normalised to 117 890, one would expect to detect 505 abnormal cases, of which 10 would be expected to have been high grade dyskaryosis. Rapid re-screening detects only 25% of cases of low grade dyskaryosis and is therefore less sensitive. Rapid re-screening did, however, detect more than the expected numbers of high grade dyskaryosis and suggests a higher FNR of 0-7% for high grade dyskaryosis. When the actual numbers of false negative reports are compared on a cost/time basis, rapid re-screening is far more effective. Three times as many cases of missed low grade dyskaryosis and borderline changes were detected and 14 times as many of high grade dyskaryosis. The primary objective of the rapid re-screening exercise was to detect missed dyskaryosis, particularly high grade. In addition, however, the use of rapid re-screening resulted in the detection of 156 The presentation of such data, together with continuous review and correlation, to an individual is a useful educational tool.
In conclusion, 10% random re-screening is an inefficient means of detecting false negative cervical smears, and has been discontinued as a method of quality control in this laboratory. As no significant difference is detected when re-screening selected "high risk" patients, the need to continue this practice is questioned.
This study has shown that rapid re-screening, when compared with 10% random re-screening and selected re-screening, is an effective method ofquality control whilst consuming less human resources. It detects higher numbers of false negative results and provides valuable data on the performance of laboratory personnel. Although not the panacea for internal quality control, rapid re-screening should replace 10% re-screening and selected re-screening. When combined with negative smear review and correlated with results obtained, a more effective system of quality control is attained.
